ABSTRACr An epidemiological survey of male and female executive officers in the Civil Service showed a prevalence of 33% of minor psychiatric disorders. Follow up one year later found that only half were better. The presence of minor psychiatric disorder was associated with increased rates of sickness absence, particularly certified absence. Such a high prevalence, associated as it is with handicap to the individual and consequences for the working environment, indicates the need for early medical detection and treatment.
The extent of minor psychiatric morbidity in the general adult population has been charted in surveys of general practice' 2 and in community surveys.5 Reported prevalence rates are high, varying from 10% to 30%2 and underline the importance of assessing not only the cost of psychiatric morbidity to the individual in terms of distress and associated handicap but also how far such morbidity has wider consequences for the working environment in which such individuals may be employed.
The practical importance of measuring the extent of minor psychiatric morbidity in the adult working population and estimating its impact on sickness absence, work performance, relationship with colleagues, accidents, and labour turnover has been recognised for some time,6-'0 and there is a pressing need to evaluate occupational mental health services and provisions. Research in this field, however, remains scant." Some progress has now been made towards resolving the difficulties noted by Lewis7 in undertaking psychiatric research in occupational settings. Reliable, standardised, and structured psychiatric instruments have been developed that are acceptable to individuals in non-hospital settings who may not perceive themselves as ill'2 '4 and which function adequately in working environments and are short enough to be used within working hours.'5- 7 The present report describes the prevalence and outcome of psychiatric disorder in a young white collar population and its estimated contribution to both retrospective and prospective sickness absence, Received The remaining 97 GHQ positive men and women received the standardised clinical interview, the clinical interview schedule. A 1-in-2 random sample of all the GHQ negatives (probable "non-cases") was drawn. Of these, 15 were unavailable for interview through secondment or special leave. The remaining 52 men and 35 women also received the standardised clinical interview. Table 3 shows the proportions of interviewees who were judged to be suffering from clinically significant psychiatric morbidity.
The prevalence of minor psychiatric morbidity (MPM) is calculated from the formula: prevalence = (proportion of true cases among GHQ positives)
x (proportion of GHQ positives among total respondents) + (proportion of true cases among Minor psychiatric morbidity in employed young men and women and its contribution to sickness absence 149 (table 5) .
Although the overall prevalence of psychological illness was high, I considered that only a small proportion (2-3%) needed to be treated with drugs or referred to a psychiatrist (table 6 ). There were no pronounced differences in the overall severity rating between the sexes.
OUTCOME OF MINOR PSYCHIATRIC MORBIDITY AFTER 12 MONTHS
All those who had been assessed as clinical cases at the first interview were examined again a year later to see whether they had improved or not (table 7) . The relation between minor psychiatric morbidity and sickness absence is examined here by presenting the means (and standard deviations) of the various absence parameters for those who were not judged to be psychiatric cases at first or second assessments (non-case---non-case); those who were initially cases but were better 12 months later (case--+non-case); those who were initially well but 12 months later were judged to be cases (non-case-->case); and those who were cases at both assessments (case--case). Overall, those who were well at both assessments took substantially less absence, both certified and uncertified, both in terms of frequency and duration than those who were cases at either or both assessments. The increase in absence associated with the presence of minor psychiatric morbidity is particularly pronounced for certified absence, and is related more to duration than frequency (table 8) .
Interestingly, the more chronic cases-that is those who were cases at both assessments-did not take more absence than more acute cases, those who were initially cases and then improved, and those who were initially well and then became cases. Indeed, the acute cases generally took more absence than the chronic cases. Looking at those who were well at both assessments (tables 9 and 10), women The reasons for the discrepancy between studies using direct psychiatric examination of the workforce and studies relying on general practitioner certification are not hard to find.
Jenkins
Epidemiologists are aware that rates of diagnosed or treated illness are underestimates of rates of illness in the entire population, since they are affected by the individual's readiness to recognise illness in himself and to seek medical care for his symptoms, by the availability of medical services, and by the primary care physician's ability to diagnose illness and treat it. General practitioners' certificates are notoriously unreliable,30 and it is known that between a third and a half of psychiatric disorder presenting in general practitioners' surgeries remains undetected by the general practitioner.3' In addition, since some stigma and discrimination may accrue to receipt of a psychiatric diagnosis, the general practitioner may avoid writing such a diagnosis on the certificate of an employed person, and probably, therefore, figures derived from general practitioners' certificates are considerable underestimates of the extent of minor psychiatric morbidity in the workforce. This issue is discussed further below.
OUTCOME OF MINOR PSYCHIATRIC MORBIDITY
The present study found that 55% of the men and 46% of the women were better after 12 months. This sex difference in outcome was not statistically significant. The magnitude of the improvement after 12 months and the absence of a sex difference is also found by Mann et The second method, used by Fraser, is based on the retrospective attribution of spells of absence to neurosis made by research doctors on the basis of lengthy personal interviews with the subjects, and access to their medical records.25 Using this method, Fraser and his collaborators found that neurotic illness caused between a quarter and a third of all absence from work. Such a method avoids the major disadvantages associated with simply basing estimates on sickness certificates. The method, however, is based on the notion that an episode of sickness absence may indeed be attributed to one particular cause, and it ignores the overwhelming evidence that most absence is voluntary behaviour that has been shown to be affected not only by demographic and environmental factors but also by the individuars attitude to his work as well as by the presence or absence of a physical or psychological disorder.35 I have made no attempt to attribute one particular episode of absence to any one cause, but rather to make comparisons of the annual absence taken between individuals with identified minor psychiatric morbidity and those without. Using this method, it was found that the presence of minor psychiatric morbidity does make an important contribution to both retrospective and prospective sickness absence, and that this contribution is greater for certified absence than for uncertified absence, and is greater for duration than frequency of absence.
Similar results have been reported by Ferguson who found that telegraphists and mailsorters who had suffered neurosis at some time during their service with an Australian mail communications organisation had a greater frequency of certified absences in the preceding two and a half years but no greater frequency of uncertified absences.36
POSSIBLE REASONS FOR THE RELATIVELY LOW FREQUENCY OF PSYCHIATRIC DISORDER RECORDED ON SICKNESS ABSENCE CERTIFICATES
Since there is such a discrepancy in the prevalence rates derived from studies based on general practitioners' absence certificates and studies based on direct interview, it is useful to discuss some of the reasons for this discrepancy.
Depressed patients often offer physical symptoms to their general practitioner for diagnosis and treatment instead of their psychological complaints. This phenomenon may occur because patients believe Minorpsychiatric morbidity in employedyoung men and women and its contribution to sickness absence 153 that their doctors expect to hear about physical complaints. Nevertheless, several alternative explanations may also contribute.3 A patient may have had a physical symptom for some time but, in a period of emotional stress and, perhaps, depression, the physical symptom may seem to worsen and is presented as the main complaint instead of the emotional problems. Depressed patients are often more introspective than usual and examine their internal body sensations more closely than they would normally. There is still a stigma attached to psychiatric illness, and it is more socially acceptable to have a physical than a psychiatric illness. Friends, relatives, and general practitioners often share this view. Depression may be secondary to a painful or worrying physical illness or symptom and whereas it is then appropriate for the patient to offer the physical problem to the general practitioner, the onus remains on the general practitioner to be aware of the likelihood of the secondary depression, to detect it, and offer appropriate treatment.
In addition to these phenomena, there is also a real association of physical illness with psychiatric illness. Eastwood and Trevelyan demonstrated this primary association in a London group practice during a health screening programme on 1470 individuals who received psychiatric and physical examinations in a carefully designed study of a random sample of a general practice population, using independent assessments of the physical and psychiatric states with objective methods and strict criteria for diagnosis. 38 The authors found that individuals with psychiatric disorder had a significant excess of ischaemic heart disease over controls. The psychiatric disorder could not be secondary to worry over the heart disease, since most individuals had not experienced angina and had no idea that they had ischaemic heart disease. In addition, psychiatric cases had a significant excess of other physical disorders over the control group. Thus 17% of the psychiatric group had two major plus several minor physical conditions, compared with only 2-4% of the controls.
The general practitioner detects only a half to two thirds of psychiatric illness presenting in his surgery,'2 and probably such rates of detection may also occur in the occupational health services.29 Should this level of detection be improved? Is the outcome of conspicuous psychiatric morbidity better than that of hidden morbidity? Goldberg and Blackwell showed that patients with "hidden" illnesses have as many symptoms as those with "conspicuous" illness, and that hidden illnesses do not have a better prognosis. ' 
